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BACKGROUND 


Three Decades of Clinical Experience 


o— use of cow’s milk, water and carbohydrate mix- 
tures represents the one system of infant feeding that 
consistently, for over three decades, has received universal 
pediatric recognition. No carbohydrate employed in this 
system of infant feeding enjoys so rich and enduring a 
background of authoritative clinical experience as Dextri- 
Maltose. 


DEXTRI-MALTOSE No. 1 (with 2 % sodium chloride), for normal babies. 
DEXTRI-MALTOSE No. 2 (plain, salt free, permits salt modifications by the physician. 
DEXTRI-MALTOSE No. 3 (with 3 % potassium bicarbonate), for constipated babies. 


These products are hypo-allergenic 


Please enclose card when samp'es of Frodtrts sto cocpérate their 
ah, reaching unauthorized persons‘ 
Mead Jchnscn & Compeny, Evansville, Ind., U. S. 
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BLOOD TRANSFUSIONS AND TRANS- 
FUSION REACTIONS 
W. Moores, M. D.,* 
AND 
JoHN W. Howarp, M. D.,** 
Wilmington, Del. 

Over fifteen hundred annual blood transtfu- 
sions at the Delaware Hospital represents the 
universal trend that has firmly established 
this form of therapy. 

The increasing use of transfusion therapy 
is due to several factors, (1) ready availabil- 
ity of blood from the modern Blood Bank (2) 
ease of administration with the newer equip- 
ment and, (3) knowledge of the value of blood 
in various conditions. 

INDICATIONS FOR TRANSFUSIONS 

Some doubt may be expressed regarding the 
actual necessity for the use of the very large 
number of transfusions which are being ad- 
ministered. Their use varies with the hospi- 
tal and the individual physician. In many 
hospitals the major surgical operation has be- 
come the most common indication for the 
use of transfusion therapy. This is true in 
the Delaware Hospital. The use of one or 
more transfusicns before serious operations, 
particularly if any degree of anemia is present 
has become almost routine. During operation, 
the constant infusion of blood into the pa- 
tient’s veins is at once a reassuring sight to 
the surgeon and doubtless a mainstay to the 
patient’s circulation. Our files indicate that 
transfusions are being used in the following 
conditions : 

(1) Major surgical operative procedures— 
before, during, and after operation. 

(2) Following severe hemmorhage. 

(3) In eonditions of shock from hemorr- 
hage, trauma, burns or infections. 

(4) In severe anemia of diverse origins. 

(5) In miscellaneous hematologie prob- 
lems, ineluding agranulocytosis, leukemia, 


*Resident in Pathology, Delaware Hospital. 
**Director, Department of Pathology, Delaware Hospital. 


thrombocytopenic purpura and other hemorr- 
hagie diseases. 
(6) In eonditions of hypoproteinemia. 


(7) In such eonditions as prolonged con- 
valescence, delayed wound healing and chronic 
infections. 

During operation, the use of transfusion 
has become a standard procedure and may 
well contribute to the diminishing incidence 
of vascular collapse. A note of caution how- 
ever, should be sounded as the anesthetized 
patient may show no indications of a severe 
transfusion reaction, only to discover the re- 
sult at a later hour. 

Following operation, fluids of various types 
including blood are sometimes freely poured 
into the patient. This may well be overdone, 
particularly in the older age groups, since the 
pulmonary circuit must be the first to bear 
the brunt of a sudden increase in blood volume, 
with the result that pulmonary edema may 
develop. 

In severe anemias of diverse origin: aplas- 
tic, hemolytic, leukemic, ete., transfusions are 
often essential either as a temporary measure 


while awaiting some other procedure such as 


splenectomy or as the only therapeutic meas- 
ure of any value. In other hematologic prob- 
lems similar benefit is obtained. In agranulo- 
cytosis, to stimulate the number of leukocytes 
and improve the defensive mechanisms; in 
thrombocytopenic purpura, to correct defi- 
ciences in the blood while awaiting possible 
splenectomy; in hemophilia to add a normal 
plasma factor and thus control hemorrhage. 
Transfusions of red blood cell suspensions have 
been proven beneficial, particularly in refrac- 
tory cases of anemia, where there is adequate 
plasma protein. Several cases of sickle cell 
anemia have been maintained on red cell trans- 
fusions prepared from Bank Blood outdated 
for routine use. Red cells derived from Blood 
and Plasma banking programs may even be 
given in double or triple concentrations. 
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DANGERS OF TRANSFUSION 

The subject of transfusion therapy would 
hardly require discussion at this time were 
it not for the fact that the administration of 
blood is not without its danger. This may be 
either circulatory or associated with various 
types of reactions which may occur within 
the blood stream. 

The quick introduction into a vein of a pint 
or more of blood results in distention of the 
right auricle and in a sudden rise of intravas- 
cular pressure. Considerable increase may 0c- 
cur in the venous pressure, the cardiae output 
and perhaps in the velocity of blood flow. If 
blood is given at a rate greater than 20 ¢.c. per 
minute, a speed reaction may develop. The 
rapid introduction of quantities of blood 
larger than 500 ¢.c. may result in more or less 
marked pulmonary edema. This is particular- 
ly true in the anemic elderly individual, who 
not only has a rigid type of vascular appara- 
tus but a more or less weakened myocardium. 
Cough, dyspnea, wheezing, orthopnea, and, 
in extreme cases, all the symptoms of pul- 
monary edema may result. Even relatively 
minor reactions may be productive of pro- 
found circulatory abnormalities, with the sud- 
den precipitation of heart failure or coronary 
occlusion’. For this reason, transfusions in 
the elderly subject must be administered with 
unusual caution and the blood be given at no 
greater a rate than 2 ¢.c. per minute (4 hours 
for 500 e.c.). The amount administered to 
children must also be carefully controlled, re- 
membering that 100 ¢.c. administered to a 10 
pound child is equivalent of 1500 ¢.c. to an 
average man. 

The most common of the dangers involved 
in transfusion have to do with various types 
of non-cireulatory reactions. Significant but 
not serious reactions occur in from 5-10% of 
all transfusions’. Minor reactions occur com- 
monly and include such subjective complaints 
as headache and malaise, slight chilly sensa- 
tions, and the appearance of an urticarial 
eruption. Many unexplained reactions with or 
without urticaria may be on an allergic basis 
but proof of such a relationship is difficult to 
confirm. 

A majority of reactions consist of chills and 
fever, at times very marked. This type of 
reaction usually appears towards the end of 
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the transfusion, or shortly after its completion, 
the patient complains of cold and then begins 
to shake violently. After varying lengths of 
time, the shaking chill subsides and a sharp 
elevation in temperature may occur. The 
urine shows no change in color and there is 
a complete lack of hemoglobin by the benzi- 
dine test. The blood shows no demonstrable 
increase of plasma hemoglobin. These reac- 
tions are probably pyrogenic for the most part, 
and though disconcerting, they can hardly be 
classed as serious except in the occasional de- 
bilitated elderly person with an impaired myo- 
eardium and chronic anemia. They are usual- 
ly due to the presence of foreign material in 
the needle, tubing, solutions or rarely in the 
blood itself. 

The most serious type of transfusion reac- 
tion results from intravascular hemagglutina- 
tion due to the interaction of an agglutinin in 
the patient’s plasma with an agglutinogen in 
the donor’s red cells. Rarely an error in blood 
erouping or cross-matching results in the ad- 
ministration of incompatible blood. More 
commonly errors may occur when the eross- 
matching has been omitted, or when a bottle 
of blood has been mislabeled, or the identify- 
ing label is not read or is incorrectly inter- 
preted. Occasionally donors have weak agglu- 
tinogen and are mistyped and cross-matched. 
This can easily occur with weak non-avid typ- 
ing sera, or old contaminated sera. The most 
common and hardest to prevent are those 
dealing with the Rh factor. Too many incom- 
patible reactions are the result of hurry. If 
time does not permit an adequate ecompatibil- 
ity check, then low titre or neutralized 0 blood. 
should be used. 

Damshek writing on Blood Transfusion and 
Reaction’ states that: ‘‘The agglutination re- 
action which takes place within the circulation 
proceeds approximately as follows: 

‘‘(1) The red eells agglutinate in large 
masses within various parts of the circulation, 
including the glomeruli of the kidneys. 

‘*(2) Intravascular agglutination leads to 
intravascular hemolysis due to the mechanical 
trauma of the constantly pulsating circulation. 
upon the agglutinated red cells; these have an 
increased mechanical fragility. Intravascular 
hemolysis leads to hemoglobinemia and to 
hemoglobinuria. 
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‘‘(3) In the acid reacting renal tubules 
the hemoglobin trom the hemolyzed red cells 
becomes modified to colloidal acid hematin. 
The renal tubules become plugged with in- 
soluble acid hematin casts leading to a tubular 
nephrosis. This may terminate in all the vari- 
ous evidences of renal shut down with uremia 
and death. 

‘‘(4) The initial intravascular hemolysis 
gives way to a more orderly type of hemolysis 
with bilirubinemia, jaundice, an increased out- 
put of urobilinogen in the urine, ete. 

‘*Clinieally during the administration of the 
first 50 to 100 ¢.c. of incompatible blood, the 
patient usually complains of a vague sense of 
malaise, a sense of constriction in the chest, a 
feeling of suffocation, pain in the flanks, and 
then in the thighs. Dyspnea may become 
agonizing and the pain so severe as to result in 
loud cries. The teeth begin to chatter, and 
the patient then has a violent chill. Cyanosis 
and vascular collapse may develop. The first 
urine passed may be clear and normal in color 
(bladder urine) but later urine specimens, 
due to their contained hemoglobin, are maho- 
gany-brown or burgundy-red in color. 

‘‘The urine output soon becomes sharply re- 
duced. Within 24 hours, often only from 5 
to 20 e.ec. of murky urine are being passed, 
containing large amounts of hemoglobin, al- 
bumin and easts. In another day or two, the 
puffiness of acute nephrosis becomes evident, 
and in a few days, the full-blown symptoms of 
uremia are in evidence. Finally, the patient 
either lapses into coma and dies, or suddenly 
begins to pass urine and recovers.’’ 

After kidney shutdown takes place and 
edema begins the blood pressure generally 
rises, the nonprotein nitrogen steadily rises, 
acidosis becomes detectable and when death 
occurs it is usually due either to pulmonary 
edema or potassium intoxication. 

Histologically within the first 18 to 24 hours 
there is fatty change in the ascending limbs 
of Henle’s loops *. Within 37 to 72 hours 
there are pigment deposits found in the distal 
convoluted and collecting tubules, there is, 
however, no actual plugging of the renal 
tubules by blood pigments. Slight dilatation 
of the tubules may follow. On the third to 
the fifth day necrosis and regeneration of the 
affected tubules becomes apparent together 
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with the infiltration of the surrounding tissue 
and blood vessels with round cells. After the 
fifth day many tubules can be seen to be rup- 
tured. There is no evidence of any glomerular 
damage. The entire kidney becomes edema- 
tous and the glomerular capsules become filled 
with amorphous debris. Once re-epithelization 
of the renal tubules begins it may be complete 
within two weeks and the kidney will reveal 
no residual effects. 

Lucke*? has determined the survival time 
in 100 fatal eases of lower nephron nephrosis. 
95% of cases were dead within 14 days. 86% 
died within 10 days, and 48% were dead after 
6 days. It is very unlikely that the 48% that 
died in 6 days could have died of renal insuf- 
ficiency alone for the time elapsed was too 
brief. 

TREATMENT FOR RENAL FAILURE 

At this point let us consider the essentials 
of treatment of renal failure. A 150 pound 
man who has developed complete renal shut- 
down will lose approximately 1000 ¢.c. of water 
by evaporation and respiration. In the ab- 
sence of marked sweating no appreciable 
amount of electrolyte will be lost. Gastric in- 
tolerance for food soon develops and oral treat- 
ment must be stopped. About 70 grams of 
body protein will be utilized daily and the re- 
maining calorie requirement will be supplied 
by utilizing approximately 200 grams of body 
fat. In the presence of this metabolism nitro- 
genous wastes will accumulate in the body; 
potassium, sulfate and phosphate concentra- 
tions will also gradually increase. The body 
will produce approximately 470 e.c. of water 
from oxidation and metabolism, leaving a daily 
deficit of 530 ¢.c. The nitrogenous waste pro- 
ducts will be distributed thru-out the 50 liters 
of body fluid and will rise in concentration 
steadily along with the blood potassium. The 
daily negative water balance will increase the 
osmotic pressure of the extracellular fluids 
and lead to cellular dehydration. The dura- 
tion of life under these conditions is uncer- 
tain. It is likely that the rise in blood potas- 
sium will lead to fatal ecardiae changes before 
nitrogen retention or acidosis become threaten- 
ing to life. 

If physiological saline solution is given to 
replace the fluid deficit the concentration of 
extracellular salts will increase with the sec- 
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ondary cellular dehydration since the fluid 
lost by evaporation is essentially salt free. If, 
however, sufficient distilled water is given to 
replace the water loss, the concentration of 
the electrolytes in the body fluids will be kept 
relatively constant. If in addition 100 grams 
of glucose is given daily in the distilled water, 
ketosis will be prevented and protein break- 
down will be reduced by nearly one half as 
demonstrated by Butler and his associates’. 
This means that the nitrogenous waste pro- 
ducts will accumulate at only one half of the 
rate they would if no glucose were given. 
Strauss from the Cushing Veterans Ad- 
ministration Hospital * reports the following 
plan of treatment; ‘‘ When it is observed that 
the urine volume is markedly diminished or 
anuria has occurred, 750 ¢.c. of 15% glu- 
cose in distilled water is given by vein daily, 
care being taken to run this in slowly, with 
every precaution to avoid thrombosis of veins. 
If necessary a vein is cut down upon. Nothing 
is given by mouth since vomiting appears to 
be inereased by the oral administration of food 
or liquid. If there is significant vomiting the 
amount is carefully measured and that much 
physiologic saline solution is added to the daily 
infusion of dextrose in water. During the sec- 
ond week of treatment great fortitude is re- 
quired because of the insistent demands that 
the patient be drowned with large volumes of 
intravenous fluids. This must be resisted.. If 
acidosis becomes clinically manifest a liter of 
one-sixth molar sodium lactate is given, the 
extracellular fluid volume being thus ex- 
panded as the price for combating acidosis. 
Electrocardiograms are made at least every 
other day for the observance of changes indiea- 
tive of an excess of potassium. It is hoped at 
present that it may be possible to combat this 
by the insertion of a modified Miller-Abbott 
tube into the small intestine and perfusing a 
slightly hypertonic, potassium-free electrolyte 
into the proximal jejunum and withdrawing 
the solution, which is then in equilibrium with 


potassium from the distal ileum. Any loss of — 


sodium is then replaced intravenously with 
either potassium-free Ringer lactate or one- 
sixth molar sodium lactate solution. 

When the stage of diuresis appears in the 
second or third week of treatment a volume 
of water sufficient to make up for the total 
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urine volume in addition to 1000 ¢.c. for in- 
sensible loss is given daily. Frequently, dur- 
ing the phase of diuresis, moderate to severe 
anemia may be noted. This is treated by a 
transfusion of fully matched blood. In the 
state of diuresis the kidney is producing only 
slightly modified glomerular filtrate as urine, 
which may show only a twofold or threefold. 
concentration of nitrogen and a very little 
ability to conserve sodium chloride. . Accord- 
ingly, salt depletion must be avoided, further- 
more, at this time when the urine volume may 
be well in excess of two or three liters daily, 
the danger of drowning the patient has become 
remote.”’ 
TRANSFUSION SERVICE REPORT 

From April 1947 through August 1948 a 
total of 1,919 transfusions of whole blood have 
been administered at the Delaware Hospital. 
Of this number 1,487 were given by a trained. 
team of nurses working out of the Blood Bank. 
The other transfusions were administered by 
the house staff and department of anesthesia. 
All transfusions are followed up by the blood. 
bank nurses in order to ascertain the condi- 
tion of the recipient one, two, four and twenty- 
four hours after transfusion. In this manner 
a reasonable accurate check on the transfusion 
is made. It has been found that to rely on re- 
ports from busy nurses and house staff that: 
many reactions are not recorded. A personal 
contact with the patient and a review of the 
temperature record is always necessary to 
fully evaluate a ease. Following this program. 
a total of 79 reactions of all types were un- 
covered in this period representing a reaction. 
rate of 4%. 

It is not possible to accurately compare re- 
action rates among different centers, as the 
method of compilation is always somewhat dif- 
ferent. Jefferson Hospital, Philadelphia’ re- 
ports a rate of approximately 4%, the Mayo 
Clinie reporting on well-followed cases during 
the first six months of 1947 lists 5.1%. Each 
month the reactions of the month are reviewed. 
by our laboratory and blood bank staff and. 
then graded. Doubtful cases are generally 
considered as a reaction. Four grades of re-- 


actions are classified. GRADE I type of re- 


action is one of an allergic type chiefly mani- 


fested by urticaria; GRADE II reactions in- 


clude cases with a temperature rise of 2° in 
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known eases of sepsis or of 1° in afebrile con- 
ditions. A shaking chill is listed as a GRADE 
III reaction. GRaApE IV reactions are of the 
hemolytic type in which the patient may ex- 
hibit any combination of the following symp- 
toms: restlessness or anxiety, precordial full- 
ness or pain, fullness in the head, generalized 
painful tingling, dyspnea or cough, tachy- 
eardia, flushing of face, signs of shock, dilated 
pupils, and most important, back pain, fol- 
lowed frequently by hemoglobinuria and sub- 
sequently by anuria. 


Of the 79 transfusion reactions Table 1 lists 
them according to Grade. | 


TABLE 1 
Grade I 12 
Grade_ II 22 
Grade III 42 
Grade IV 3 


Of the three Grade IV reactions, two were 
eases in which Rh positive blood was adminis- 
tered to Rh negative recipients. One a ease 
of mistyping illustrates the importance of us- 
ing avid standardized typing serum by person- 
nel well trained and versed in the difficulties 
associated with the running of Rh typing. 
Even the best of technicians who are forced 
to hurry this precise procedure are potential- 
ly subject to error. The second Rh inecompati- 
bility resulted when in the absence of avail- 
able Rh negative blood, the attending physi- 
cian impressed by the urgent need for blood, 
elected to use Rh positive blood. By the rou- 
_ tine saline cross matching then in use, the 

bloods appeared compatible. Subsequently 
after the transfusion when the case was being 
re-studied a cross matching using eells sus- 
pended in serum definitely indicated an in- 
compatibility. This experience has prompted 
us to routinely use cells suspended in serum on 
all our cross matchings. The third case oc- 
curred as a result of a mislabeled bottle which 
was fortunately discovered by an alert house 
officer after the administration of only 10-20 


¢c.c. of blood had resulted in severe back pain. 


DELAWARE STATE MEDICAL JOURNAL § 


Table 2 enumerates the reactions in rela- 
tion to the underlying disease. 


TABLE 2 
Gynecological 31 
Anemia 13 
Infection 
Uleer 7 
Malignancy 6 
Leukemia D 
Miscellaneous 10 


The higher incidence in association with 
eynecological cases and with conditions prim- 
arily or secondarily resulting in severe anemia 
is noteworthy. In an attempt to reduce the 
number of reactions associated with these con- 
ditions, it was found advantageous, particular- 
ly in severe anemia to administer 250 ¢.c. trans- 
fusions rather than the usual 500 «ec. We 
have found that use of the larger amount has 
frequently resulted in over loading the cireu- 
lation and produced an apparent reaction. 

Table 3 lists the reactions according to the 
type of blood cross matched and suggests that 
the types of blood used had little effect on our 
reaction percentage. 


TABLE 3 
Type O to O 45 
Type A to A 27 


Type B to B 2 
Type O to other 5) 


The low incidence of reactions with Type 0 
used for other types is of interest as most blood 
banks are tending to use more Type 0 blood 
which has been neutralized with Group Speci- 
fie A and B substance or low titre without 
cross matching. The low incidence of reaction 
with bloods of this type are further demons- 
trated in Table 4 which lists the number of 
reactions in the series of 79 in which low titre 
or neutralized blood was administered. 


TABLE 4 
Total + Neutralized Bloods 
Administered 310 
Reactions with Neutralized 
Rh Specifie Blood 3 
Reactions with Low Titre 
Rh Specifie 7 
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The importance of having blood available 
for use in an emergency at a moment’s notice 
without the delay necessitated by cross match- 
ing is an obvious advantage to all. Routine 
use of any Type 0 blood is associated with some 
danger because of the occasional one contain- 
ing large amounts of specific iso-agglutinins. 
To eliminate this possibility we have been 
titering the amount of antibody present, elli- 
minating all of those showing agglutination 
with a serum dilution of 1/200 or more. When 
time has not permitted this procedure the 
antibody activity has been neutralized by the 
addition of 10 ¢.c. of Group Specific A and 
B substances to each 500 ¢.c. of blood. 


DISCUSSION AND SUMMARY 


A eareful survey of our blood transfusion 
reactions has suggested the following: 


When reactions occur, that there be close 
co-ordination between the Laboratory, Blood 
Bank and House Staff in establishing the na- 
ture of the reaction and the course of treat- 
ment. 

That hemolytic reactions should be treated 
by conserving fluids, using distilled water in- 
stead of saline and preventing pulmonary 
edema. Ketosis will be reduced by using glu- 
cose in distilled water. 

That the indication for a transfusion be 
earefully considered before requesting such 
therapy. 

That blood be administered carefully to 
avoid speed reactions. 

That over-transfusion be avoided especially 
in severe anemias as well as in children, arthri- 
tics and cardiac cases. 

To selectively use anti-histaminics in cases 
of allergic reactions. 

To sedate the apprehensive patient slightly 
before transfusion to allay fear which appears 
to increase the likelihood of minor reactions. 


To use avid standardized typing serums. 


To insist on experienced personnel handling ~ 


typing and cross matching without being 
rushed. 
To have all typing and cross matching run 
with cells suspended in serum instead of saline. 
That when emergency transfusions are in- 
dicated to use Type 0 blood with a serum anti- 
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body titre less than 1/200 or to use neutralized 
Type 0 blood. 

To remove blood from the refrigerator for 
at least one hour before administration. 

To have two people, whenever possible, check 
blood cross matchings to avoid as far as pos- 


sible the human element of error. 
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NEEDLE BIOPSY OF THE LIVER: A 
PRELIMINARY REPORT 
A.Lston J. Morris, Jr., M. D.* & J. 
KLEMM Harvey, M. D.,** 
Wilmington, Del. 
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Jaundice and hepatomegaly remain difficult 
diagnostic problems despite the increasing 
number of liver ‘‘function’’ tests at our com- 
mand’. Surgical pathology has added but 


little to our understanding of the natural 


course of various liver diseases. 

Needle biopsy of the liver is not a new pro- 
eedure. Hoffbauer et al.,? in a brief review 
of the history of this method, state that it was 
first used by Lueatello in the last century. 
Several reports appeared following this in 
which fine-bore needles were used. However, 
because of the seantiness of the material ob- 
tained, the procedure did not achieve wide 
usage. Biopsy of the liver as an aid in the 
diagnosis of diseases of the liver remained in 
obscurity until 1939 when Iverson and Ro- 
holm* revived the procedure using large-bore 
needles to obtain their specimens. Reports 
from other investigators followed quickly ¢, °, 
6. Several techniques using various kinds of 
needles have been described. The majority of 
the reports on liver biopsy have come from 
the larger hospitals or from workers having 
aecess to large numbers of patients with liver 
disease.*~!* 

The present communication is a prelimin- 
ary report of our experiences with needle 


*Senior Resident in Medicine, Delaware Hospital. 
**Senior Resident in Pathology, Delaware Hospital. 
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biopsy of the liver in a general hospital. 
Technique: We have used the Franseen adap- 
tation of the Iverson-Roholm needle exclusive- 
ly. When the liver is palpable, the anterior 
abdominal approach, entering the liver in the 
mid-clavicular line just below the right costal 
margin, is used. When the liver is not pal- 
pable, the transthoracic approach, inserting 
the needle one interspace below the upper level 
of liver dullness in the midaxillary line, be- 
comes the procedure of choice. Inasmuch, as 
the transthoracic method had been used in 
12 of the 14 fatalities reported with needle 
liver biopsy’, we have prefered the anterior 
abdominal approach whenever possible. It is 
worthy of note that each of the patients sub- 
jected to the transthoracic approach has com- 
plained of minor discomfort following the pro- 
cedure, whereas those patients approached 
through the abdomen have not developed such 
discomfort. 


Preliminary studies include bleeding time, 
venous coagulation time, prothombin time and 
blood typing. At the time of biopsy, the pa- 
tient is placed supine on a table, the skin and 
subeutaneous tissues are infiltrated with pro- 
caine, and a small incision of the skin is made. 
The needle with its stylet in place is intra- 
duced just to the peritoneum; the stylet is re- 
moved and a sterile syringe attached. With 
the needle in place, the patient is instructed 
to hyperventilate so that a period of apnea 
may be produced during which the actual 
biopsy can safely be taken. This maneuver is 
of particular importance when the transthor- 
acie approach is used; for any motion of the 
diaphragm will move the liver at right angles 
to the inserted needle. With the anterior abdo- 
minal approach, this danger is obviated since 
the liver would move parallel to the long 
axis of the inserted needle during respiration. 
We have found, as a result of earlier studies 
on fresh cadavers, that if the needle is intra- 
duced with an alternating clockwise and coun- 
ter-clockwise rotation while, at the same time, 
constant moderate suction is maintained, the 
best specimens are obtained. 


Case Reports 
Case 1 (Hosp. No. 155171): J. N., a 78 
year old white male suffered a fracture of the 
right tibia on July 3, 1948. He was brought 
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to the Delaware Hospital, in shock, and was 
given two units (500 ¢.e.) of Red Cross plasma. 
He later received 1000 e.c. of whole blood. Re- 
covery was prompt and uneventful. He was 
discharged July 27, and followed in the out 
patient elinie. 

On October 11, 1948, it was noted that the 
patient was jaundiced. He stated that his 
urine had become dark a few days before. 
The liver, though tender, was barely palpable. 
He was readmitted three days later. On ad- 
mission, the patient was moderately jaundiced 
and thin, complaining only of moderate anor- 
exia. Laboratory studies revealed 12 gm. 
hemoglobin; a WBC of 5,000 with a normal 
differential; icteric index, 81; a cephalin- 
cholesterol flocculation 3 plus in 48 hours; 
and serum proteins of 6.2 gm.% with rever- 
sal of the albumin: globulin ratio. 

On October 18, a liver biopsy was perform- 
ed, using the transthoracic approach. The 
patient’s condition remained unchanged till 
October 23, when he became irrational. It be- 
came necessary to resort to large amounts of 
intravenous fluids as he became progressively 
more stuporous and finally comatose. He ex- 
pired three days later. 

Pathological Report: Biopsy of the liver 
in this ease, taken 7 days after onset of jaun- 
dice, (Fig. 1) reveals many of the features 
of the icteric phase of infectious hepatitis as 
described by Mallory't. The most striking 
feature is periportal infiltration of both acute 
and chronic inflammatory cells with a prepon- 
derance of mononuclear cells. The hepatic 
cells are swollen and granular indicating the 
early stages of degeneration. There is also ap- 
parent what Mallory terms ‘‘lobular disar- 
ray’’, a loss of the normal well-defined lobular 
arrangement. Biliary stasis and a suggestion 
of bile duct proliferation are present in the 
sections. These findings are compatible with 
hepatitis either of the homologous serum 
(HS) or ‘‘infectious’’ (IH) varieties since 
there is no recognized histopathologic differen- 
tiation of these two conditions’, °, 

The post-mortem appearance of the liver, 
8 days after the biopsy and 15 days after on- 
set, microscopically showed far more advanced 
changes, revealing lobules that are faintly out- 
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Fig. 1 — Liver biopsy (x254). Illustrating peri- 
portal infiltration of inflammatory cells. 
Case No. 1. 


lined by a narrow rim of recognizable hepatic 
cells (Fig. 2). There is marked central nec- 
rosis. The cells in the central zone have dis- 
appeared and there remains only faintly aci- 
dophilie cellular debris. In the mid-zone, the 
nuclei are gone and the cell cytoplasm is finely 
vacuolated. There is marked bile duct proli- 
feration but the previously described intense 
inflammatory reaction is no longer apparent. 
There is no discernible evidence of hepatic 
cell regeneration. Both the gross and micro- 
scopic post-mortem findings in this case are in 
accord with those described by Lucké'® for 
fatal virus hepatitis. 


Case 2 (Hosp. No. 156386): The patient, 
a 66 year old Negro male, was-admitted to the 
Delaware Hospital August 30, 1948, with the 
chief complaints of anorexia and epigastric 
pain of one month’s duration. One week be- 
fore admission he noted the onset of dark 
urine. Physical examination revealed a well- 
developed Negro adult without evident weight 
loss. There was neither ascites nor jaundice. 
The liver edge was hard and nodular and could 


DELAWARE STATE MEDICAL JOURNAL 


JANUARY, 1949 


Fig. 2 — Post-mortem specimen (x200). Illustra- 
ting more advanced liver destruction. Case No. |. 


be palpated 2 Cm. below the level of the um- 
bilicus. 


Laboratory studies revealed a hemoglobin 
of 12 gm.; WBC of 8,400 with a normal dif- 
ferential; icterus index, 13; and cephalin- 
cholesterol flocculation test negative in 48 
hours. A gastrointestinal series showed no ab- 
normalities of the stomach or duodenum. 


On September 8, 1948, a liver biopsy was 
performed using the anterior abdominal ap- 
proach. The patient was then discharged and 
died at home several weeks later. Permission 
for autopsy was not granted. 


Pathological report: The material obtained 
consists of several pieces of apparently normal 
liver and a few bits of tissue showing closely 
packed irregular glandular acini which vary 
considerably in size (Fig. 3.). The epithelial 
cells are hyperchromatie and invade the seanty 
fibrous stroma in some areas. These epithe- 
lial cells are fairly uniform in size and do not 
show mitotic figures in abundance. The diag- 
nosis is adenocarcinoma of rather low histo- 
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Fig. 3 — Liver biopsy (x200). Showing area of 
adeno-carcinoma resembling bile duct origin. 
Case No. 2. 


logic grade resembling carcinoma of bile duct 
origin. 

Case 3 (Hosp. No. 156339): The patient, a 
48 year old white male, was admitted to this 
hospital on August 26, 1948, with the chief 
complaints of jaundice and abdominal swell- 
ing. The onset of his present illness, four days 
prior to admission, occurred suddenly follow- 
ing a bout of drinking. He gave a history of 
consuming one quart of beer and one pint of 
wine daily over the past 4-5 years with irreg- 
ular and inadequate diet. He was febrile and 
irrational, requiring tube feeding and abdomi- 
nal paracenteses. The liver was palpable at 
the iliae crest. There was evidence of a de- 
veloping collateral circulation within the ab- 
dominal wall and hemorrhoids were noted. 

Laboratory studies revealed a hemoglobin of 
9.8 ¢m.; an RBC of 3.0 million; a WBC of 
6,200 with a normal differential ; icterus index 
of 18; totak serum proteins of 6.9 gm.% with 
a reversed A/G ratio; and a negative cephalin- 
cholesterol flocculation test. 

On September 14, 1948, a liver biopsy was 
done using the anterior abdominal approach. 


DELAWARE STATE MEDICAL JOURNAL 9 


Following the last abdominal paracentesis on 
Sept. 7, fluid did not accumulate again. His 
appetite returned and the liver edge receded 
to a point three fingerbreadths below the cos- 
tal margin. He was discharged on Sept. 29, 
1948, and has remained in fairly good health 
since that time. 

Pathological report: Liver biopsy in this 
case reveals the typical pathologie changes of 
well-advaneed Laennee’s (portal) cirrhosis: 
marked periportal fibrosis with compression of 
the hepatic lobules, and extensive proliferation 
of the bile duets. The hepatic cells also show 
slight fat vacuolization. 

Needle biopsy specimens obtained from cirr- 
hotic livers usually provided us with more ade- 
quate and better preserved ‘‘worms’’ of tissue 
than did the specimens from other types of 
livers. In our series of cases, we have observ- 
ed that the tissue obtained from carcinomatous 
livers tends to fragment when released from 
the needle into the fixative (Zenker’s solution). 

Case 4 (Hosp. No. 158195): The patient, 
a 47 year old white man, was admitted to this 
hospital on November 16, 1948, for control of 
his diabetes. The patient had been unaware 
of his diabetes till four weeks prior to admis- 
sion when he began to feel ‘‘generally run 
down’’, weak and drowsy. He had noted mod- 
erate polyuria for a few days before admis- 
sion. 

Laboratory studies revealed a hemoglobin 
of 15.7 gm. and a WBC of 8,000 with a normal 
differential count. The fasting blood sugar on 
admission was 208 mgm.%, the icterus index 
15; the cephalin-cholesterol flocculation was 
3 plus after 48 hours; the prothrombin time 
67% of normal; and a blood serology was 
negative. Chest x-ray showed nothing more 
than slight enlargement of the hilar lymph- 
nodes. His diabetes was controlled by the 
administration of moderate doses of globin 
insulin (U-35 daily). 

Physically, the patient exhibited a marked 
‘‘tanning’’ of the face and a darkening of the 
forearms with a definite slate hue. The skin 
on the extensor surfaces of the forearms was 
dry and somewhat sealy. Interpretation of the 
pigmentation was confused by the fact that 
the patient had recently been in Florida. How- 
ever, he stated that the pigmentation of the 
forearms had appeared only one month previ- 
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ous to admission at a time when he was feel- 
ing ‘‘run down’’ and had remained indoors 
most of the time. In addition the liver was 
palpable three fingerbreadths below the right 
costal margin. It was very firm and smooth. 

On November 27, a liver biopsy was per- 
formed with the anterior abdominal approach. 
The patient was discharged two days later. 

Pathological report: Examination of the 
tissue received in this case shows the charac- 
teristic changes of portal cirrhosis with the 
added feature of a heavy deposition of a deep 
moderately refractile golden brown pigment. 
This pigment deposition is heaviest within the 
periportal fibrous tissue but also oceurs with- 
in the cytoplasm of the parenchymal cells, 
Kupfer cells and bile duct epithelium. When 
stained with potassium ferrocyanide, the pig- 
ment takes a strong Prussian blue reaction 
for iron and is thus identified as hemosiderin. 
In this case liver biopsy merely confirmed the 
clinical impression of hemochromatosis arrived 
at by the triad of pigmentation of the skin, 
diabetes mellitus and hepatomegaly. Most 
authors writing on the subject of hemochro- 
matosis agree that the diagnosis of this con- 
dition can be considered almost certain by the 
microchemical demonstration of iron in the 
skin 17, 18 19 20° Pigmentation of the skin is 
not always present, however, and in such cases 
liver biopsy has been used to make the diag- 
nosis during life. 7-21-22 

Case 5 (Hosp. No. 156109): The patient, a 
66 year old colored male, entered the Delaware 
Hospital on August 16, 1948, with the chief 
complaint of enlargement of the abdomen of 
one year’s duration. During the preceding 
year, he had been troubled with occasional 
moderate swelling of the ankles. The stools 
had been clay-colored for one year. He had 
noticed no jaundice and did not complain of 
gastrointestinal or genitourinary symptoms. 
There had been a weight loss of undetermined 
amount. 

Physical examination disclosed a moderately 
emaciated elderly Negro male lying quietly in 
bed. The sclerae were yellow. <A few fine 
rales could be heard at both lung bases. The 
heart sounds were distant with normal rate 
and rhythm. No murmurs were heard. The 
liver was grossly enlarged, extending 10 em. 
below the right costal margin and over into 
the left side of the abdomen. It was immo- 
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bile, had a hard consistency and felt grossly 
nodular. | 

Laboratory studies revealed a hemoglobin — | 
of 13 gm.; a WBC of 5,000 with a normal dif- 
ferential ; icteric index of 37; a 3 plus cepha- 
lin-cholesterol flocculation test after 48 hours; 
and a prothrombin time of 65% of normal. 
The urine showed a 1 plus test for albumin 
but was otherwise within normal! limits. 

A liver biopsy utilizing the anterior abdomi- 
nal approach was done on August 24. The pa- 
tient’s pulse and blood pressure remained 
normal but he became febrile that afternoon 
and continued to run a fever until his death 
two days later. The cause of the fever remain- 
ed unexplained as he showed no signs of in- 
ereased abdominal discomfort during the time | 
between biopsy and death. The chest findings _ 
had not changed since August 23 when they 
were reported negative on x-ray. Permission 
for autopsy was not granted. | 

Pathological report: The material obtained | 
in this case was scanty and fragmented. No | | 
recognizable liver tissue is seen in the sections 
made from the material. Several clumps of 
large, hyperchromatic cells are seen among 
the numerous erythrocytes (Fig. 4). These 


Fig. 4 — Liver biopsy (x860). Showing clump of 
malignant epithelial tumor cells. Two mitotic fig- 
ures Gre apparent. Case No. 4. 
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cells show marked variation in size and shape 
with relatively little cytoplasm. One clump 
contains two mitotie figures. These cells are 
unquestionably malignant epithelial tumor 
cells, but the primary site of the tumor cannot 
be ascertained from the scanty material avail- 
able. 
DISCUSSION 

Liver biopsy potentially serves three main 
purposes: (1) It may either confirm or de- 
finitely establish a diagnosis; (2) It provides 
a method for following the progress of chronic 
liver disease, such as Laennec’s cirrhosis; and 
(3) it may, as in virus hepatitis (1H), clarify 
the pathogenesis of certain diseases where pre- 
viously only the postmortem pathology was 
known, or where the mortality incidence is so 
low that virtually nothing of either the ante or 
postmortem pathology is adequately known. 
It is in the last of these situations that the 
outstanding work of Iverson and Roholm and 
others has contributed so much to a new under- 
standing of the pathogenesis of these diseases. 

Obviously it is for the trifold purpose of 
diagnosis, observing progress and evaluating 
therapy that needle biopsy of the liver will 
have its greatest usefulness as a general hospi- 
tal procedure. Fourteen biopsies have been 
performed during the six months since we ini- 
tiated the procedure in this hospital. Of these, 
five have shown Laennee’s cirrhosis, two hemo- 
siderosis, two virus hepatitis, two carcinoma, 
and one fatty metamorphosis. Two were re- 
ported as essentially normal. The amount of 
material obtained in one patient with cirr- 
hosis was unsatisfactory. Seven of the 14 
biopsies have been of decided assistance in 
establishing the diagnosis. Both cases of 
virus hepatitis, occurring in men over 50 years 
of age, had received the presumptive diagnosis 


of obstructive jaundice due to malignancy un- 


til the biopsy reports were received. Both of 
the eases in which the biopsy was reported as 
normal were diagnostic problems in which both 
time and expense were saved so far as further 
studies toward the cause of their hepatomegaly 
was concerned. The two cases of hemosiderosis 
were undiagnosed before liver biopsy. One of 
these had no evidence of diabetes and skin 
biopsy failed to demonstrate the presence of 
iron-bearing pigment. One case of carcinoma 
had not been so diagnosed prior to biopsy. Suf- 
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ficient time has not yet elapsed for adequate 
follow-up studies of the cirrhotic patients. 


Needle biopsy of the liver has two definite 
disadvantages. Koch and Karl’, in a review of 
the nearly 1500 biopsies previously reported 
in the literature, found 14 fatalities due to 
the procedure. This mortality, though very 
low, will probably be further decreased in the 
future through increased use of the anterior 
abdominal approach in preference to the trans- 
thoracic route. Secondly, the specimen obtain- 
ed may readily fail to reveal the presence of 
localized disease of the liver. Even where 
needle biopsy demonstrates one clear cut 
disease, the presence of additional localized 
disease cannot be ruled out. 


Peritoneosecopy with biopsy of the liver has 
the distinct advantage in that direct visualiza- 
tion of the liver is permitted. The presence 
of localized disease may thus be discovered 
whereas it might well be missed by needle 
biopsy. Material obtained with use of the 
peritoneoscope is usually from the edge of the 
liver and frequently microscopic examination 
of such tissue reveals little other than normal 
capsule or pericapsular fibrosis. In compari- 
son, the needle biopsy specimen represents a 
much greater sampling of the parenchyma. 
Peritoneoscopy, besides, is an uncomfortable 
procedure necessitating the use of pneumoperi- 
toneum. 

The econtraindications to needle biopsy of the 
liver are listed as follows: (1) a bleeding ten- 
deney shown in preliminary studies; (2) sup- 
puration; and (3) any condition preventing 
adequate immobilization of the diaphragm 
during the procedure. 


It is our conclusion that this procedure is 
a safe one in experienced hands and it has 
proved to be of considerable value as a diag- 
nostic procedure, a conclusion that warrants 
its further use and inclusion among the diag- 
nostic armamentarium of the general hospital. 


SUMMARY 
1. Five representative cases in which liver 
biopsy aided in the diagnosis and the patholo- 
gical findings are reported. 
2. The use of the needle liver biopsy is 
described and discussed as a general hospital 
procedure. 
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THE PROBLEM OF SQUINT IN 
CHILDREN * 
Davis G. DurHAM, M. D.,** 
Wilmington, Del. 


Frequently, a mother, consultating the oph- 
thalmologist for the treatment of a squint in 
an older child, will remark that the visit was 
delayed because the family physician assured 
her that the child would outgrow the deform- 
ity. I would like to point out that such ad- 
vice is not compatible with present day teach- 
ings. The earlier that a squint developes, and 
the longer that treatment is deferred, the more 
likely that a cosmetic cure only will be ob- 
tained. 

Squint—commonly referred to as eross-eyed 
or wall-eyed—is a definite social and psycholo- 
gical handicap to the child in developing per- 
sonality patterns. Playmates are cruel to the 
child with squint, taking great delight with 
taunts and unkind remarks. 
wonder that almost without exception adole- 
seents with squint have marked inferiority 
personality patterns. From the psychological 
standpoint alone, early correction of a squint 


*Read before the Staff meeting, Delaware Hospital, 
November 9, 1948. 


**Assistant in Ophthalmology, Delaware Hospital. 
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is indicated, if possible, before the school age 
of four to five years. 

In the correction of squint, the therapeutic 
measures that may be employed are: 

1. Correction of errors of refraction, with 


glasses. 


2. Occlusion of the fixing (better) eye. 

3. Orthoptie training. 

4. Surgery. 

Correct refraction under a cycloplegic is 
the first requisite in the treatment of squint. 
Retinosecopy will often reveal a high hyper- 
opia, or farsightedness, and the wearing of 
glasses will often reduce the deviation or re- 
lieve it. If there is subnormal vision in the 
squinting eye, glasses alone will not restore it. 
Therefore, some estimation of the visual acuity 
is desirable, for by the time that the average 
parent is induced to bring the child with squint 
for examination the deviating eye will show 
subnormal vision. Visual tests are an excel- 
lent means of impressing the mother how much 
damage has been done and to enlist her co- 
operation in the treatment. 

If the vision is subnormal then an attempt 
must be made to restore this lost vision. This 


is accomplished by occlusion of the better eye, 


thus forcing the use of the poorer eye. Occlu- 
sion to be effective must be total and continu- 
ous for weeks at a time. 

When vision of better than 20/70 is ob- 
tained in the squinting eye, orthoptic treat- 
ment may be commenced. Selected children 
between the ages of four to eight will co- 
operate in orthoptic treatments. Orthopties is 
the functional part of the cure for squint, 
aimed at teaching fusion or the binocular use 
of the eyes. If the squint is of low degree, 
it is possible that with the adequate develop- 
ment of fusion, surgery can be avoided. How- 
ever, even if fusion is obtainable in a squint 
of high degree, surgery will still be necessary 
to approximate ocular parallelism. Where 
orthoptie training is utilized both pre- and 
post-operatively, the results are far more satis- 
factory than with surgery alone. 

Surgery is only used to obtain parallel 
visual axes. The surgical procedure has no 
affect on the visual acuity or the binocular co- 


_ ordination of the eyes. To subject the patient 


to a surgical correction without first treating 
the subnormal vision or attempting to develop 
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Fig. |. Typical example of a convergent squint. 
Age 4; age of onset | year. Five other children in 
family, two of whom have convergent squints demon- 


strating the heredity factor. Vision in right eye is 


20/200; left eye 20/30. 


Attempts at occlusion of the better eye have not 
been successful due to lack of cooperation. The 
important thing is the low vision which usually 


develops in the deviating eye. Unless this is cor- 


rected at an early age, the amblyopia will continue 


the rest of the patient's life. 


fusion will result in nothing more than a ¢os- 
metic cure in 75 to 80% of the eases. The pa- 
tient thereafter will continue to use the good 


eye and suppress the vision in the previously 
squinting eye. In cases of low visual acuity 


Fig. 2. Example of patching or occlusion of the 
good eye in order to force the use of the squinting 
or amblyopic eye. Present age 7; age of onset 3. 
Vision in right eye 20/200; left eye 20/30. This 
patient was treated in the clinics from age of onset 
to the present with glasses alone with absolutely no 
improvement in either the squint or the low vision, 
demonstrating that glasses alone will seldom improve 
these patients. 
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with no fusion faculty there is the added pos- 
sibility that the squint will reeur following 
surgery. 

In conelusion I would like to stress the im- 
portance of diagnosing and treating squint at 
the earliest possible age if we wish to achieve 
more than parallelism of the visual axes. No 
child is too young to examine if a squint is 
suspected. Even visual acuity may be reliably 
estimated in an infant. Also, these patients 
in the younger age group afford us the best 
opportunity for correction of the squint with 
less surgery or in favorable cases with no sur- 
gery. Even more gratifying is the obtaining 
of single binocular vision by persistent treat- 


ment when started early. All too often our 


Fig. 3. Demonstrating the use of orthoptic training 
which is the functional part of the cure aimed at 
teaching fusion or the binocular use of the eyes. 


so-called good results refer to eyes that are 
cosmetically acceptable to the parents. It has 
been my observation that parents are seldom 
informed that there is more to the correction 
of a squint than restoring the parallel posi- 
tion of the eyes. With a cosmetic cure they 
are under the assumption that naturally the 
child sees equally and together with both eyes. 
The disappointment of the child is evident 

years later when he is rejected for a desired 
job or position due to the defect. The ulti- 
mate end to be desired in squint is a functional 
as well as a cosmetic cure. 
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THE POST-ANESTHESIA ROOM 
R. Douauas Sanpers, M. D.* 
JOHN J. Grarr, M. D.** 
JAMES P. Arkins, M. D.** 
JEAN B. Coouine, R. N.*** 
Wilmington, Del. 

In the immediate postoperative period, the 
patient may require a variety of services. At 
this time any or all of the following treatments 
may be indicated. 

1. Maintenance of a clear airway for 
breathing. 

2. Oxygen administration. 

3. Intravenous administration of blood, 
plasma or fluids. 

4. Administration of drugs such as mor- 
phine, penicillin ete. 

Manifestly such therapy may be better per- 
formed by specialized and trained people who 
may be much more conservatively employed if 
their efforts are exerted in one central loca- 
tion. A room near the operating suite is 
equipped with the necessary instruments and 
used for this purpose. Proximity to the op- 
erating theatre also makes the services of the 
anesthesiologist instantly available and_- the 
shortest possible period of time is consumed 
in transport of the patient postoperatively. 
Readily at hand is the means of treatment of 
respiratory and _ ecirculatory emergencies, 
should they develop. 

The room and equipment are, however, sec- 
ondary in importance to the nurse in charge, 
for her intelligence, training and energy de- 
termine the worth of this service. 

Any young nurse searching for a specialized 
field of endeavor would do well to consider 
the pursuit of this interesting and important 
work. At present a very small percentage of 
the hospitals in this country have such rooms. 
When the advantages derived therefrom be- 
come generally appreciated there should be 
many positions available. 

THE CHARGE NurSE: HER TRAINING 
AND DUTIES 


The charge nurse should first be a good 


nurse, capable and dependable, with a placid 
disposition in emergencies, and willing to work 
irregular hours. 


_ *Director, Division of Anesthesiology, Delaware Hos- 
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***Charge Nurse, Post-Anesthesia Room. 
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Her training will inelude a practical under- 
standing of the various anesthetics and their 
administration, surgical procedures, intrav- 
enous therapy, inhalation therapy, resuscita- 
tion methods, and the patients’ mental and 
physical reactions in the postoperative period. 

At the conclusion of operation the patient 
is taken to the post-anesthesia room by the an- 
esthesiologist who explains the operative and 
anesthetic course to the charge nurse. He 
details any special reactions that are to be 
looked for and outlines any immediate post- 
operative therapy that is indicated. The 
charge nurse, then, assumes the responsibil- 
ity of carrying out such specific therapy, while 
performing the more routine duties of blood 
pressure, pulse and respiration determinations 
as well as the general care of the patient. 

It is usually possible for her to care for sev- 
eral cases at one time. In this way, she re- 
places with her skilled services, the efforts 
of many untrained people who would be re- 
quired if the patients were dispersed through- 
out the hospital in their individual rooms. 

She may also serve as a very competent in- 
structor to student nurses in postoperative 
eare. This is a branch of nursing service 
which is often delegated to the least experi- 
enced students and is usually inadequately 
supervised. The concentrated case material 
here, presents an opportunity for well directed 
effort in this important field. 

The period of treatment and/or observation 
in the Post-Anesthesia Room varies consider- 
ably in each ease. It is our practice to return 
patients to their rooms only when they have 
regained consciousness and specific, immediate 
needs have been met. 

EQUIPMENT 

Although this can be very elaborate, basic 
need exists for certain fundamental items, as 
follows: 

1. Airways of varying sizes, from infant to 
large adult. 

2. Mouth props (wooden wedges for pry- 
ing clenched jaws apart). 

3. Suction apparatus, with several cath- 
eters. 

4. Oxygen equipment: 

a. Nasal catheter type. 
b. Demand flow type. 
ce. Positive pressure type. 
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5. Laryngoscope and endotracheal tubes. 

6. Intravenous apparatus with an adequate 
number of needles of different sizes, a supply 
of I. V. fluids, a eutdown set, and a small sup- 
ply of blood plasma. 

7. Sphygmomanometer and stethoscope. 

8. Some form of record system. 

9. A-supply of drugs most commonly used. 

Additionally, it is desirable, if possible, to 
have a water supply, telephone, and call sys- 
tem. 

These should all be housed in a well lighted 
room of ample size located close to the operat- 
ing suite but sufficiently separated from pre- 
operative patients to prevent them from being 
disturbed. 


EXPERIENCES WITH THE Post ANESTHESIA 
Rooms AT THE DELAWARE HOSPITAL 
This room began to function on June 23, 
1948, in charge of Jean B. Cooling, R. N., un- 
der supervision of the Director of Anesthesia. 


Krom June 23, to December 20, 1948, a 
period of nearly six months, 1,222 cases have 
been treated here. During this period a total 
of 2,310 anesthetics were administered to pa- 
tients other than obstetrical. Obstetrical pa- 
tients are not treated here because of separate 
facilities for their care. Out-patients who are 
anesthetized during the day are admitted 
whenever not fully reacted following anes- 
thesia, and nearly all in-patients from the 
operating rooms are observed or treated here. 

The hours of use of the room are somewhat 
elastic, depending on the need, but in general 
patients are admitted here from 8 A. M. to 5 
P. M. and remain until removal to their rooms 
is considered justifiable. 

Private duty nurses are asked to attend 
their own patients in the post-anesthesia room 
under the supervision of the charge nurse. 
Members of the patients’ families are not ad- 
mitted to the room. 

The ready availability of oxygen apparatus 
has caused us to use it quite freely. We are 
continuously reminded of the difficulties that 
would be encountered if this equipment were 
dispersed over the hospital or available only 
through a central supply system. Oxygen in- 
halation has proven very valuable in a num- 
ber of ways not connected with respiration. 
It is marked aid in combatting shock and re- 
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duces considerably the excitement seen in a 
few patients following narcosis. 

The duration of the patients’ stay in the 
room is extremely variable according to in- 
dividual needs. The shortest time has been 
fifteen minutes and the longest four hours and. 
ten minutes. 

In general, the reception accorded this serv- 
ice by surgeons, families, patients, and nurses 
has been gratifying. 

SUMMARY 

Some facts concerning the equipment and 
operation of a post-anesthesia room are pre- 
sented. 

It is our belief that this service offers many 
advantages to the patient postoperatively, to 
the anesthesia department, and to the hospital 
in general. 

At present, formal training in this type of 
work is not available to our knowledge, but 
the basic principles of necessary instruction 
have been worked out. We shall be glad to 
extend the results of our experiences to quali- 
fied professional personnel. 


CLINICOPATHOLOGIC CASE RECORD 
M. MarGaret Smitu, M. D.* 
STEPHEN G. E. CooLey, M. D.* 
Wilmington, Del. 
PRESENTATION OF CASsE** 

Dr. A twenty-two-year-old Negro 
male was admitted to the hospital in a stupor- 
ous state. 

The patient, a known hypertensive of un- 
known severity of four years’ duration, had 
experienced occasional attacks which varied 
from ‘‘ dizzy spells’’ sometimes associated with 
blurred vision to complete loss of conscious- 
ness preceded and followed by severe throb- 
bing generalized headache. Vomiting and 
generalized convulsions had oceurred with 
these attacks which seemed to come on with- 
out provocation. 

On the day before admission, the patient 
had complained of headache and loss of appe- 
tite. He was brought to the Emergency Ward 
after having been found unconscious on his 
kitchen floor. 

The past history revealed no serious illnesses 
or operations. The family history was non- 


*Internes, Delaware Hospital. 
**Delaware Hospital Case No. 147763, presented at Staff 
Clinical-Pathological Conference. 
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contributory and a complete systemic review 
added nothing of importance. 

Physical examination revealed a well de- 
veloped and well nourished young Negro male 
lying quietly in bed. The skin was warm and 
perspiring. There was a small laceration over 
the right eye. The pupils were round, regular 
and equal, reacting to light and acecommoda- 
tion. There was slight convergent strabismus. 
The fundi showed marked arteriolar spasm 
with arterio-venous crossing defects and in- 
crease in the light reflexes. There was no ap- 
parent choking of the dises. The teeth were 
carious and the tongue coated. The lungs 
were clear to percussion and auscultation. The 
cardiac apex beat was visible in the fifth 
interspace 10 em. to the left of the mid-sternal 
line. There was accentuation of the valve 
tones and a prolonged, low pitched, apical sys- 
tolic murmur was audible. 

Neurological examination disclosed weak 
eremasteric reflexes. The tendon reflexes 
were slightly hyperactive and equal. There 
was no ankle clonus or pathological reflexes. 
The cranial nerves were intact. 

The temperature was 98°F, the pulse 120, 
and the respirations 16. The blood pressure 
was 220 systolic, 160 diastolic. 

Examination of the blood showed a hemo- 
globin of 116 per cent and a white-cell count 
of 8,100 with 68 per cent neutrophiles, 22 per 
cent lymphocytes, 2 per cent monocytes, 6 per 
cent eosinophiles and 2 per cent basophiles. 
The urine specific gravity was 1.009, a trace of 
albumin was present and there were occasional 
hyaline casts per high power field. The blood 
sugar was 105 mg., the urea nitrogen 20 mg., 
and the serum phosphorus 3.2 mg. per 100 ee. 
Examination of the spinal fluid revealed a 
pressure of 225 mm. of water and fluid that 
was clear and colorless. There were 5 white- 
cells and a trace of globulin was present 
(Pandy). The colloidal gold curve was 
2111000000 and the serology negative. The 


blood serology (Mazzini) was negative. A 


urine concentration test (Fishberg) revealed a 


maximum concentration of Sp. G. 1.019. 


Shortly after admission, the patient develop- 
ed a grande mal type of convulsion followed 
by deep sleep. Thereafter his condition did 
not change and he complained only of ocea- 
sional mild headache. The blood pressure 
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was 190 systolic, 150 diastolic. The white- 
cell count was 11,700, with no appreciable 
change in the differential count. The red-cell 
count was 5,600,000, with a hemoglobin of 
113 per cent (17.6 gms.). 

On the fourth day, he had two generalized 
convulsions followed by unconsciousness and 
sleep. The temperature was 99.4°F. The 
blood sugar, at this time, was 155 mg, the 
urea nitrogen 82 mg., and the creatinine 3.5 
mg. per 100 ee. A third convulsion was fol- 
lowed by uneonsciousness and_ prolonged 
stupor. 

On the fifth hospital day, the temperature 
rose precipitously to 107°F.(R). Intermittent 
seizures continued. Examination of the pa- 
tient at this time revealed moderate nuchal 
rigidity and a Kernig’s sign was present. The 
knee jerks were absent. The pupils reacted 
sluggishly to light. The skin was hot and 
moist. The pulse was 140, respiration 48, and 
blood pressure 160 systolic, 125 diastolic. A 
blood culture was taken which subsequently 
showed no growth and blood smears were 
negative for malarial parasites. 

On the morning of the sixth hospital day, 
the patient, after having been comatose for 
48 hours, expired. 


| DIFFERENTIAL DIAGNOSIS 

Dr. SmitH: In brief, this is a ease of a 
twenty-two-year-old colored male known to 
have had hypertension for four years. He 
was first seen in our Emergency Ward in a 
stuporous state. The previous medical history 
is significant in that the patient had a number 
of attacks in which he experienced dizziness, 
blurred vision, throbbing headache, vomiting 
and generalized convulsions followed by loss 
of consciousness. These attacks are said to 
have varied in severity. We are not told over 
how long a period of time they had been oc- 
curring. 

The patient’s blood pressure, on admission, 
was 220 systolic, 160 diastolic. The only per- 
tinent findings on initial physical examination 
were: arteriolar spasm with arterio-venous 
nicking or compression on examination of the 
eyegrounds and an apical systolic murmur. It 
is noted that the patient developed a 
grande mal type of convulsion a short time 
after admission. 


J 
: 
aS. 
= 
- 
A 
é 
* 


wer 


JANUARY, 1949 


At this point, we ean look into the various 
diagnostic possibilities. 

With a history of convulsions, although here 
we are not certain as to the type or frequency 
of the attacks, we should first consider epi- 
lepsy. There was no mention of an aura pre- 
ceeding any of the attacks. Evidently, there 
is no previous history of cerebral trauma, nor 
is there any history of a familial tendency. 

Epileptiform seizures may occur in uremia. 
Krom the laboratory studies, it may be said 
that this patient was not in uremia at the time 
of admission. On the fourth day, however, the 
blood urea nitrogen was found to be quite 
elevated. Other conditions remaining to be 
considered are: infection involving the cen- 
tral nervous system, brain tumor, and cerebral- 
vascular accident. 

Neurosyphilis is a possibility. Here, we may 
expect to find a very bizarre clinical picture. 
Syphilis of the cerebral vessels may cause 
hemorrhage ; when it does, it involves patients 
in the younger age groups. A weakly positive 
colloidal gold curve, such as was found in this 
ease, may have little or no significance. On 
the other hand, it should not be ignored en- 
tirely insofar as the possibility of neurosyphilis 
is concerned even though we have negative 
serologic reactions reported with both blood 
and spinal fluid. 

This patient was known to have been hyper- 
tensive for four years and, because of its 
severity In conjunction with the patient’s age, 
we must consider the malignant form of essen- 
tial hypertension. Cerebral hemorrhage is 
a frequent sequelae in this disease. Were this 
present, one would expect to find blood in the 
spinal fluid. In cerebral thrombosis, on the 
other hand, the spinal fluid shows no blood 
usually and the onset is more gradual. The 
patient’s age is against thrombosis although 
thrombosis may occur on the basis of a poly- 
eythemia or sickle cell anemia. 

With the progressive character of the pa- 
tient’s symptoms, we must also consider brain 
tumor. Headache with brain tumor is likely 
to be more constant. One might also expect 
to see associated vomiting, choked disk and 
localizing neurological signs which are not 
described in this ease. 

The presence of hypertension in one so 
young forees me to think of coarctation of the 
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aorta and also pheochromocytoma. I think we 
ean safely assume that the former condition 
was not present, but I do not see how we can 
eliminate the possibility of a pheochromocy- 
toma. An abdominal mass was apparently not 
palpated. The patient’s blood pressure was_ 
persistently high. The hypertension seen in 
pheochromocytoma is persistent in type in 
from 50 to 90 per ceut of cases, whereas it 
is paroxysmal in 10 to 50 per cent. 

My choice as to the diagnosis is malignant 
hypertension with cerebral-vascular pathology. 
I cannot, however, rule out the possibility of 
a pheochromocytoma. 

A PuysiciAn: The fact that this relatively 
young patient was discovered unconscious in 
his home and expired six days later after hav- 
ing developed central nervous system signs and 
symptoms makes one think of the possibility 
of a ruptured congenital aneurysm. Earlier 
symptoms of intermittent dizziness, visual 
changes, headache and convulsions might be 
explained by episodes of leakage. 

ANATOMICAL DIAGNOSIS 

Pheochromocytoma of Left Adrenal 

Cerebral edema 

Pulmonary congestion and edema, early 
bronchopneumonia 

PATHOLOGICAL DISCUSSION 

Postmortem examination revealed two main 
lesions. The immediate cause of death was 
edema of the brain. The brain weighed 1,525 
grams and was generally softened. There was 
marked ironing-out of the cerebral convolu- 
tions. As so often is the case, there was no 
evidence of subdural, subarachnoid or cere- 
bral hemorrhage, or abnormalities of the ves- 
sels to account for the neurological signs ob- 
served during life. 

Continuous with the upper pole of the left 
adrenal gland was a rounded, smooth, tumor 
mass measuring 7 em. in its greatest diameter. 
The mass impinged upon the renal pedicle. 
The cut surface of the tumor was multi-colored 
and showed areas of necrosis, hemorrhage and 
cyst formation. 

Microscopically, the growth shows a gen- 
eral resemblance to adrenal medullary tissue, 
consisting of loose groups of polygonal and 
irregular cells with intervening vascular chan- 
nels. These cells vary greatly in size and 
shape and have a granular cytoplasm which 
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on differential staining is shown to be chrom- 
affin. In some areas, the cells form large al- 
veolar structures surrounded by narrow bands 
of fibrous connective tissue. In other areas, 
there is considerable hemorrhage and necro- 
sis. A few giant cells are seen, but mitotic 
figures are not present in unusual number. 


TRUMAN STRATEGY REVEALED 


Strategy planned by ‘‘realistie medical- 


minded ‘insiders’ in the Truman Administra- 
tion’’ to put over a Federal health insurance 
act is revealed in the January issue of Medical 
Economics. 

In a signed article, Wallace Werble, Wash- 
ington newsman, states that while the Presi- 
dent and his political aides will press Congress 
for immediate passage of the full program, in- 
side plans eall first for enactment of a series 
of four auxiliary ‘‘targets.’’ These are listed 
as: 

‘*Establishment of a Cabinet Department of 
Health, Security and Education. 

‘*Federal aid to medical education, either 
alone or as part of a program of aid to educa- 
tion in general. 

‘“*Federal assistance to the states for the es- 
tablishment of adequately staffed, full-time 
public health units in every county. 

‘‘Inereased authorizations and appropria- 
tions for expanding the Federal grants-in-aid 
program under the Hill-Burton Hospital Con- 
struction Act.’’ 

The article in this business magazine for 
physicians continues with the flat expression 
of opinion that ‘‘unless there is another polit- 
ical upset, national health insurance won’t be 
one of the accomplishments of Congress at its 
present session. ’’ 

‘‘Public interest and enthusiasm haven’t 
quite yet reached the pitch needed to jam 
through a program of this kind over the vigor- 
ous opposition of organized medicine, support- 
ed by minority Republicans and conservative 
Democrats in key places on Capitol Hill. 

‘‘TIn short, the realists are asking for what 
they think they can get out of Congress on the 
theory that they can thus best prepare the 
way now for national! health insurance later.’’ 
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The article considers that authorization by 
Congress of a Cabinet Department of Health 
Security and Education is ‘‘probable,’’ and 
says Federal Security Administrator Oscar 
Ewing is ‘‘the probable choice. ”’ 


‘‘The proposal for Federal aid to medical 
education is based on the belief in Government 
quarters that a medical manpower shortage is 
the most eritical problem facing the health of 
the nation today,’’ Werble continues in his 


Medical Economics toreeast. ‘‘Those who hold 


this view estimate that the nation can use an 
additional 50,000 to 60,000 people in the health 
professions (doctors, dentists, nurses, public 
health specialists, and hospital administra- 
tors.) ”’ 


Sufficient organizational backing is seen to 
secure enactment of a bill to provide Federal 
aid for public health units. In conclusion, the 
article states: 


‘‘The Government hopes eventually to 
evolve a program under which will be at least 
one major hospital in each state, connected 
preferably with the state university medical 
school or with some other teaching organiza- 
tors.) 


The responsibility for planning and provid- 
ing adequate hospital facilities for the tuber- 
eulous is a public, not a private obligation.— 
A. W. Fiske (Ohio State Representative) Ohio 
Pub. Health, Sept., 1948. 


In the treatment of pulmonary tuberculosis, 
complete bed rest is the foundation upon which 
the physician builds. In addition to this, col- 
lapse therapy of various kinds is used to pro- 
vide local rest to some portions of the lung to 
initiate healing of the diseased process, to 
correct an unfavorable mechanical situation 
such as the presence of a cavity in the lung 
parenchyma, or to speed up the healing pro- 
cess. With the addition of collapse therapy 
one may shorten the time of complete bed 
rest, allowing the patient to be ambulatory 
and return to a productive occupation at an 
earlier date——Harold Guyon Trimble, M. D., 
Am. Rec. Tuberc., May, 1948. . 
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MARCHING FORWARD 

As the year begins most of us are inclined to 
reflect over the events of the past year which 
have been of vital importance. No medical 
man can do this without some degree of self- 
evaluation, considering the failures and suc- 
cesses, the accomplishments along with those 
things we did not get done. 

Now, we in medicine should review our pur- 
poses, aims and methods, eliminating emo- 
tional reactions toward ourselves, toward our 
relationship with our confreres, and oppor- 
tunities. 

What are the most important benefits that 
organized medicine has to offer: 

1. More precise knowledge as to the etiology 

of various diseases. 

2. Better intra- and extra-mural facilities 
for the care and treatment of our pa- 
tients. 

3. More and better research facilities. 

4. Better educational opportunities in all 
branches of medicine. 


). More adequate compensation for medical 
services. 

6. Closer relationship between medicine and 
allied services—recognition of team-work. 
More adequately organized to fight 
against ‘‘ Federal Medicine”’ and a strong 
desire on the part of the majority of the 
members of organized medicine to sus- 
tain the freedom of private practice of 
medicine. 

To maintain and to continue to improve the 
above achievements, each member of our pro- 
fession should consider it his solemn obligation 
to work uneeasingly and intelligently toward 
solving many medical problems presently in 
existence, regardless of the sacrifices he must 
make. 

Nationally we must endeavor to relieve the 
economic burden of each sick person and to 
see that medical care is available to him. There 
are many ways to achieve this goal without 
jeopardizing the freedom of our patients and 
of the medical profession. Many plans have 
been suggested to our Congress. 

I am in full aceord with Dr. Gilson C. Engel, 
President of the Pennsylvania Medical So- 
ciety, who has proposed a ten point plan as 
‘‘Responsibilities of the Government in the 
Health of the Nation,’’ which is less costly and 
does not regiment the medical profession or 
the people. 

We have also many serious medical prob- 
lems in our state, to cite only a few: the 
serious political financial and structural han- 
dicap of our Wilmington City Board of 
Health ; the inability of our coroners to obtain 
the services of qualified and well experienced 
medical examiners; a lack of organized pre- 
ventive medical out-patient work, (in all 
branches of medicine, particularly of seriously 
disabling diseases) ; a lack of proper support of 
the newly established preventive psychiatric 
hospital; a lack of adequate scientific semi- 
nars for our rural medical members; inade- 
quate publie education in the understanding of 
various medical and allied problems. 

To improve, correct and develop the above 
situation, our Society has some twenty-five 
standing and special committees with definite 
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functions for the above purposes. The mem- 
bers of the Standing Committees are elected 
by the House of Delegates of the Society, while 
the members of the Special Committees are 
appointed by the President. 

It has been my privilege and honor to ap- 
point well qualified members for each Special 
Committee. I expect the chairmen of these 
committees to become the inspiration of their 
group. Every committee should have at least 
three meetings during the year and prepare 
and submit to the House of Delegates a guid- 
ing and inspiring report. The inspiration 
must come from inner drives, unselfish mo- 
tives, and high principles. We must assume 
our responsibilities more seriously if we are 
to fight suecessfully against socialized medi- 
cine. 

M. A. TARUMIANz. 


MISCELLANEOUS 


Fishbein Answers Social 
Planners On Health 


CHICAGO—In an article entitled ‘‘ Health 
and Social Seeurity’’ in the December 25, 1948 
issue of the Journal of the Amerwan Medical 
Association, Dr. Morris Fishbein says that 
‘‘the problem of providing medical care wher- 
ever needed is not nearly as simple as many 
economists would lead the American people to 
believe. ”’ 

‘* Again and again political leaders have de- 
nied that nationwide compulsory sickness in- 
surance is socialized medicine,’’ the editor of 
The Journal stated, adding: ‘‘ Yet the nations 
that embark on such programs move inevitably 
into a socialized state in which mines, banks, 
transportation and practically all public ser- 
vices become nationalized, private responsi- 
bility and ownership disappear, individual 
initiative is destroyed and the result is a so- 
cialized state. At the same time that many of 
our political leaders oppose communism they 
move toward communism by embracing so- 
cialism.’’ 

In his article dealing with medical econom- 
ics, Dr. Fishbein reviews the amount of money 
which the 80th Congress appropriated for 
health and medical care of the American 
people. 

‘Few persons realize how greatly your fed- 
eral government enters into the care of the sick 
under existing legislation,’’ the article says. 
‘In 1948 the federal government assumed the 
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total cost of approximately $6,000,000,000 for 
medical, hospital, educational and welfare 
needs of veterans. Benefits were paid to more 
than 2,000,000 persons under old age and sur- 
vivors’ insurance programs. ’’ 

He reviewed many of the health bills pass- 
ed by the 80th Congress and then discussed 
Federal Security Administrator Oscar 
Ewing’s report to the President, entitled ‘‘ The 
Nation’s Health,’’ which Dr. Fishbein says 
‘‘comes far indeed from being anything re- 
sembling a scientific document.”’ 

‘* Almost from the first it was apparent that 
Mr. Ewing was stacking his executive com- 
mittee,’’ Dr. Fishbein says and ‘‘what came 
forth was a shrewdly contrived document, de- 
signed to break down the confidence of the 
American people in their medical care and 
pointing repeatedly to compulsory sickness in- 
surance as the cure for misrepresentation that 
the document sets forth.’’ Continuing, the 
article says: 

‘‘A peculiar folly is the suggestion that 
every state should have a medical school and 
a medical center around the school. That type 
of broad generalization could have been made 
only by someone totally lacking in a knowledge 
of medical education and its problems. It will 
take far more than 10 years to accomplish 
that objective. 

‘‘The report says that a secant 20 per cent 
of our people are able to afford all the medical 
care they need—and this in a nation with the 
highest standard of living of any nation in the 
world. Who determines how much medical 
care people need? What kind of medical eare 
meets the needs of the American people? We 
have in the United States some 200,000 phy- 
sicians, 16,000 chiropractors and 7,000 or 
8,000 osteopaths, with perhaps 15,000 or 20,000 
more nondescript healers of every type from 
faith healing to the utilization of electric gad- 
gets. How much could be saved by the elimi- 
nation of this borderline quackery? Bear in 
mind that no other nation in the world is sub- 
ject to the amount of medical quackery that 
we seem to tolerate and support. 

‘*In England, following the adoption of the 
National Health Act which promised everyone 
in England free medical service and free hos- 
pitals, free eyeglasses and free teeth, as well 
as everything else free in the field of medi- 
cine, the service has been marked by utter in- 
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ability of the doctors, the hospitals, the phar- 
macists or the dentists to meet the demands 
placed on them by a great rush of people who 
wanted perhaps simply to find out how the 
system works. 

‘*My personal observations in England led 
me to the opinion that the quality of medical 
service rendered under the National Health 
Act would never be satisfactory to the average 
American laborer or farmer. 

‘*Nowhere else in the world are people as 
free from the fear of epidemic disease or from 
the danger of preventable death as in the 
United States. Obviously we have not yet 
reached perfection. Anyone familiar with the 
history of disease would state positively that 
mankind may never reach perfection in this 
regard. Disease itself is not static but con- 
stantly changing One need only compare the 
leading causes of death in 1910 with those of 
today to know that in the short span of two 
generations there have been vast changes in 
our scientific approach to the problems of 
medical eare. 

‘‘We need no revolution to advance against 
disease at this tremendous rate of the past 
forty years, nor do we need a revolution to in- 
tensify our progress. The establishment of a 
compulsory sickness insurance system which 
would inevitably degrade and deteriorate the 
medical profession would represent a revolu- 
tion and would with certainty deteriorate the 
quality of medical care rendered to our people. 
nee a nation has embarked on such a pro- 
gram, the ability to retrace the steps becomes 
less and less with every year that passes. As 
the years go by, the quality of medical educa- 
tion deteriorates. As the years go by, young 
men seek opportunity to enter other profes- 
sions than medicine. Research fails to attract 
the type of men who in the past have given us 
the discoveries that have removed the fear of 
tuberculosis and pneumonia and of epidemic 
<lisease. 

‘*With what sophistic explanations will 
those who propose to tear down the great edi- 
fice of medical education, medical research 
and the quality of medical care that we have 
established in this country and to replace it 
with a bureaucratic civil servant type of 
medical care justify their conduct in the years 
to come ?’’ 
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Voluntary Insurance In The U. S. 

More than 52,000,000 people, or well over 
one-third of the total population of the United 
States, are now protected under some form of 
voluntary hospital expense insurance, while 
voluntary surgical expense and medical ex- 
pense insurance plans, newer types of protec- 
tion, cover approximately 26,000,000 and 
9,000,000 respectively. 

At the same time, more than 31,000,000 per- 
sons, over half the employed civilians in the 
country, have benefits for loss of income due to 
disability, the basic type of protection sold by 
private insurance organizations writing acci- 
dent and health insurance. 

These figures, which represent the number 
protected at the start of last year, were an- 
nounced yesterday by John H. Miller, chair- 
man of a committee formed by a number of 
trade associations of insurance companies 
which has just completed a survey of volun- 
tary accident and health plans in this country. 
The findings, which are based on a nationwide 
analysis, represent the first comprehensive sur- 
vey of such plans, embracing not only those 
individuals protected by insurance companies 
but also those covered by the Blue Cross and 
all the other types of organizations providing 
this protection. 

‘*These figures demonstrate how extensively 
the American people have undertaken the job 
of establishing their own protection, through 
private channels, against the costs of sickness 
and aecident,’’ Mr. Miller said. ‘‘ Plans pro- 
tecting against hospital, surgical and medical 
expenses have grown up almost entirely in the 
past ten or twelve years. The growth of these 
plans has been accelerated since the end of the 
war, giving promise that much more nearly 
complete protection for the population will be 
secured on a voluntary basis in the future. The 
extent of voluntary coverage and the rapid 
rate of growth shows that private enterprise is 
well able to meet the public need for this essen- 
tial protection although, admittedly, much 
more remains to be accomplished. Existing 
coverage extends to all income levels of those 
regularly employed, often with employer fi- 
nancial support. 

Detailed figures on a comparable basis for 
all the 52,000,000 covered by hospital insur- 
ance are not available for all types of cover- 
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age for past years, but the number of persons 
covered for hospitalization under group insur- 
ance policies and under Blue Cross plans, the 
principal types of coverage, is 56% greater 
than at the end of 1945 and 241% greater than 
at the end of 1941. Surgical and medical in- 
surance plans have been developed more re- 
cently than hospitalization plans and are grow- 
ing at an even faster rate. 

The 31,000,000 persons insured against loss 
of income due to disability actually represent 
more nearly complete coverage of this need 
than does the number insured for hospital ex- 
pense, since protection against loss of income is 
needed only by those with earned incomes. The 
coverage, of course, serves to protect those de- 
pendent upon the income producers as well as 
the individuals insured. This protection 
against loss of income has been sold by insur- 
ance organizations or provided directly by em- 
ployers for a considerable time but has experi- 
enced a greatly increased rate of growth in 
recent years. ‘‘The extent of this protection,’’ 
Mr. Miller said, ‘‘is evidence that in this field 
also voluntary plans can adequately insure 
workers against the loss of income due to dis- 
ability.’’ 

The carriers insuring these people against 
hospitalization expense include: insurance 
companies and fraternal societies, with an 
aggregate of nearly 21,000,000 covered; Blue 
Cross plans and plans sponsored by medical 
societies, with 28,000,000; plans in the bitumi- 
nous coal and other industries, private group 
elinies, university health plans, and consumer- 
sponsored groups, with an aggregate of more 
than 3,000,000. 

The surgical benefit plans were written by 
insurance companies and fraternal societies 
on more than 15,000,000 persons, with the 
other organizations insuring 11,000,000 for 
these benefits. Medical expense plans were 
written by the insurance companies and fra- 
ternal societies on 2,000,000, by medical socie- 
ties and Blue Cross affiliates on 3,000,000, and 
by the other organizations combined on an 
additional 4,000,000. 

Benefits for loss of income due to disability 
are provided for nearly 19,000,000 by insur- 
ance companies and fraternal societies. 9,000,- 
000 more are protected by paid sick leave pro- 
grams and over 3,000,000 by mutual benefit 
associations, union plans and other methods. 
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OBITUARIES 


CHARLES B. Leong, M. D. 


Dr. Charles B. Leone, a member of the 
staffs of the Wilmington General and St. 
Francis Hospitals, died on January 13, 1949, 
at the Pennsylvania Hospital, of a liver com- 
plaint, aged 64. 

Born in Italy in 1884, Dr. Leone received 
his early education in Italian schools. He 
came to this country in 1901. He was grad- 
uated from the Niagara University in Buffalo, 
and then attended the Baltimore Medical Col- 
lege, where he received the degree of doctor 
of medicine in 1913. Shortly after his gradua- 
tion he established an office in this city and 
continued as a general practitioner until he 
was taken ill. He served as city physician 
during the administration of the late Dr. Wil- 
liam H. Speer as mayor, and was a member of 
the Selective Board of Examining Physicians 
during World War II. 

Dr. Leone was a member of the New Castle 
County Medical Society, the Medical Society 
of Delaware, and the American Medical Asso- 
ciation. He was also a member of Columbus 


Lodge, Sons of Columbus, of Siracusa Lodge, 


and of the Fraternal Order of Eagles, and was 
the first president of the Unital Club, an Ital- 
ian club organized here. 

Surviving Dr. Leone are four children: Miss 
Sarah, Leonard, Charles B., Jr., and Richard 
Leone, all of Wilmington, and a sister, Mrs. 
Peter Bifarelle of Buffalo. His wife, Mrs. 
Anna Leone, died eight years ago. 

The funeral was held on January 15, 1949, 
with services in St. Anthony’s Catholic 
Church. Interment was in Cathedral Ceme- 
tery. 


Jacos S. Keyser, M. D. 


Dr. Jacob S. Keyser died at his home in 
Wilmington on January 1, 1949, of a heart at- 
tack, aged 62 years. He had been ill only a 
short time. <A resident of Wilmington for 35 
years, Dr. Keyser came here from Philadel- 
phia. At the time of his death he was president 
of the medical board at Wilmington General 
Hospital and chief of obstetrics and gynecol- 
ogy there and also at St. Francis Hospital, as 
well as holding the chairmanship of the de- 
partment of surgery in the latter hospital. 
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A graduate of the University of Pennsy]l- 
vania Medical College in 1912, Dr. Keyser 


served his interneship at Mt. Sinai Hospital, 
Philadelphia, from 1912 to 1914. 
From 1915 to 1917 Dr. Keyser was anesthes- 


iologist at Delaware Hospital. He was chief 


of staff for Wilmington General for several 
years. He had served during both World 
Wars as medical advisor for the local draft 
board. He was a member of the New Castle 
County Medical Society, Medical Society of 
Delaware, and the American Medical Associa- 
tion. He was also a fellow of the American 
College of Surgeons. 

Dr. Keyser was also prominent in Masonie 
circles, holding the thirty-second degree, and 
memberships in Lafayette Lodge, A. F. and 
A. M., the Delaware Consistory, and Lulu 
Temple of the Shrine. 


His wife, Mrs. Sarah Topkis Keyser, sur- 
vives, as do a son, Dr. Morton Keyser; a 
daughter, Miss Alice Lou Keyser, and several 
nieces and nephews, all of this city. 


The services were held at the Chandler 
Funeral Home, Delaware Avenue and Jeffer- 
son Street, on January 3, 1949. Interment was 
in Beth Emeth Memorial Park. 


BOOK REVIEWS 


Health Education. By the Joint Committee 
on Health Problems in Education of the Na- 
tional Education Association and the Amer- 
ican Medical Association. Cloth. Pp. 413. 
Price, $3.00. Chicago: American Medical 
Association, 1948. 

This is a completely rewritten fourth edition 
of a standard textbook and guide for teacher 
education. Under the editorship of Charles C. 
Wilson, M. D., Professor of Education and 


Public Health at Yale University, and a revi- 


- sion committee composed of Thurman B. Rice, 


M. D., Professor of Public Health, Indiana 
University, Bernice Moss, Ed. D., Department 
of Health and Physical Education, University 
of Utah, and W. W. Bauer, M. D., director of 
health education for the American Medical 
Association, the contributed material of nearly 
one hundred outstanding leaders in health 
education has been organized into a compre- 
hensive, readable and up-to-date volume. 
Present-day problems with solutions proved 
effective by experience are discussed in the 
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twenty chapters under such titles as Health 
Problems: Past, Present and Future; Solving 
School and Community Health Problems; 
Finding and Using Resources and Health 
Edueation in Action. 

Although the book is closely indexed for 
ready reference, the clear, non-technical pres- 
entation of material makes ‘‘ Health Educa- 
tion’’ excellent as a textbook or for supple- 
mentary reading. Modern typography and a 
liberal number of photographs and _ tables 
highlight the text. 


The Diabetic’s Handbook. How to Work 
with Your Doctor. Treatment by Diet and 
Insulin, By Anthony M. Sindoni, Jr., M. D., 
Chief of the Department of Metabolism, Phila- 
delphia General and St. Joseph Hospitals; 
Chairman of the Advisory committee on 
Diabetes to the Director of the Department 
of Public Health, Philadelphia; Chief of the 
Diseases of Metabolism, St. Francis Hospital, 
Wilmington, Delaware. 


With A Foreword by 
Charles C. Wolferth, A. B., M. D. Professor 
of Medicine, School of Medicine, Adminis- 
trator of the Robinette Foundation for Re- 
search in Cardiovascular Diseases, Univer- 
sity of Pennsylvania; Director for Cardiology, 

Professional Service Division, Veterans Ad- 

ministration; Consultant Cardiologist to the 

Jewish Hospital. Pp. 194. Cloth. Price $3.00. 

New York: Ronard Press Company, 1948. 

A new edition of this manual has recently 
come off the press and the author states that 
it has been written in the expectation that its 
exact and complete information will enable 
the diabetic to live a normal, useful and happy 
lite through understanding his condition and 
cooperating with his physician. 

The first 28 pages of the Handbook contains 
‘*Questions and Answers’’ which includes 
practically every important question the dia- 
betic might ask to become properly and fully 
informed on what he should know concerning 


his part in the care of the disease. 


The book is well written and contains a 
wealth of information presented in nonteechni- 
cal terms giving the essentials of what the 
patient must know for an intelligent under- 
standing of his condition to enable him to fol- 
low the course that is so necessary for the ef- 
fective control of his disease. 

The book is intensely practical and from the 
manner of the author’s presentation it is un- 
doubtedly the best Handbook on diabetes 
available today. 
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1789—MEDICAL SOCIETY OF DELAWARE—1949 
OFFICERS 
PRESIDENT, M. A. Tarumianz, Farnhurst 


FIRST VICE-PRESIDENT, H. V’P Wilson, Dover 
SECOND VICE-PRESIDENT, E. L. Stambaugh, Lewes 


SECRETARY, G. A. Beatty, Wilmington 
TREASURER, W. W. Lattomus, Wilmington 


EXECUTIVE SECRETARY, W. Edwin Bird, M. D., 822 N. American Bldg., Wilmington 


Ervin L. Stambaugh, Lewes (1949) 


AMERICAN MEDICAL ASSOCIATION—DELEGATE: James Beebe, Lewes 


CouNncILors 
Joseph M. Messick, Wilmington (1950) 


Clarence J. Prickett, Smyrna (1951) 
ALTERNATE: C. E. Wagner, Wilmington 


REPRESENTATIVE TO DELAWARE ACADEMY OF MEDICINE, W O. LaMotte, Wilmington 


STANDING COMMITTEES 
SCIENTIFIC WORK 
. A. Beatty, Wilmington 
. BR. Caldwell, Dover 
. M. Messick, Wilmington 
PUBLIC PoLICy AND LEGISLATION 
. S. McDaniel, Dover 
. D. Niles, Middletown 
. J. Comegys, Clayton 
PUBLICATION 
. E. Bird, Wilmington 
a Tarumianz, Farnhurst 
. A. Beatty, Wilmington 
MEDICAL EDUCATION 
. W. Howard, Wilmington 
. B. Flynn, W ilmington 
. W. Lynch, Seaford 


NECROLOGY 
. J. Prickett, Smyrna 
x. W. K. Forrest, W ilmington 
. W. Hocker, Lewes 


SPECIAL COMMITTEES 


ADVISORY WOMAN’S AUXILIARY 
Roger Murray, Wilmington 
E. 8S. Parvis, Wilmington 
P. R. Smith, Wilmington 
I. J. MacCollum, Wyoming 
J. R. Elliott, Laurel 

CANCER 

W. W. Lattomus, Wilmington 
D. M. Gay, Wilmington 
J. W. Hooker, Wilmington 
J. F. Hynes, W ilmington 
a G. Laird, Wilmington 
J. 


J. Prickett, Smyrna 

W. Spies, Dov er 
James Beebe, Lewes 
Bruce Barnes, Seaford 


SociaAL HYGIENE 
A. D. King, Wilmington 
J. Comegys, Clayton 
W. VanValkenburgh, Georgetown 
MATERNAL AND INFANT MORTALITY 
H. Williams, Laurel 
. M. Gehret, Wilmington 
. L. Hudiburg, Wilmington 
W. Rennie, Wilmington 
Be Warren, Wilmington 
S. McDaniel, J r., Dover 


MENTAL HEALTH 
W. K. Forrest, Wilmington 
B. Scull, Dover 
James, Milford 


Mrs. W. C. PRITCHARD, President-Elect, Smyrna 
Mrs. C. L. MUNSON, Recording Secretary, Wilmington 


SPECIAL COMMITTEES 
TUBERCULOSIS 


L. D. Phillips, Marshallton 

. A. Beatty, Wilmington 

. B. Flinn, Wilmington 

. C. McGee, Wilmington 

= 4 Messick, Wilmington 

. J. Prickett, Smyrna 

Stanley Worden, Dover 

William Marshall, Jr., Milford 
. M. Moyer, Laurel 


MEDICAL ECONOMICS 


Worden, Dover 
. E. Bird, Wilmington 
W. Lynch, Seaford 


PUBLIC RELATIONS 


Qe meat 


E. R. Mayerberg, Wilmington 
B. M. Allen, Wilmington 

I. L. Chipman, Wilmington 
W. O. LaMotte, Wilmington 
C. L. Munson, W ilmington 
J. S. McDaniel, Dover 

We Be Chipman, Harrington 


J. L. Fox, Seaford 
H. M. Manning, Seaford 


REVISION OF By-LAWS 


W. E. Bird, Wilmington 
D. D. Burch, Wilmington 
C. E. Wagner, Wilmington 
S. Dover 


. C. Beebe, Lewes 


VOCATIONAL REHABILITATION 


James Beebe, Lewes 

“2 Beatty, Wilmington 
I. M. Flinn, Wilmington 
D. Preston, Wilmington 
E. L. Stambaugh, Lewes 


MEDICAL SERVICE 


L. C. McGee, Wilmington 
D. "4 Burch, Wilmington 
I. 
Ja 


W. Johnson, Newark 
J. MacCollum, Wyoming 
ames Beebe, Lewes 


BUDGET 


E. Wagner, Wilmington 
M. Messick, Wilmington 
D. Niles, Middletown 
Ss. McDaniel, Dover 

E. L. Stambaugh, Lewes 


WOMAN’S AUXILIARY 


C. 
J. 
J. 
J. 


Mrs. ROGER MuRRAY, President, Wilmington 
Mrs. . J. CAssiDy, Corresponding Secretary, Wilmington 
Mrs. C. M. BANCROFT, Treasurer, Wilmington 


SPECIAL COMMITTEES 
RURAL MEDICAL SERVICE 


. R. Downes, Newark 
. R. Donoho, Newark 
. D. Niles, Middletown 
. J. Prickett, Smyrna 
. W. Smith, Harrington 
ruce Barnes, Seaford 
. S. Riggin, Seaford 


INDUSTRIAL HEALTH 


. H. Gehrmann, Wilmington 
. C. McGee, W ilmington 

L. Springer, Wilmington 
H. Mercer, Dover 
Vv 
L. 
C. 


’P Wilson, Dover 
Bice, Seaford 
Smoot, Georgetown 


HEART DISEASE 


R. Miller, Wilmington 

H. Clagett, Jr., Wilmington 
= Krieger, Wilmington 
L. 


Everett, Dover 
Klingel, Lewes 


DIABETES 


L. B. Flinn, Wilmington 

J. R. Durham, Jr., Wilmington 
Charles Levy, ‘Wilmington 
Stanley Worden, Dover 

L. L. Fitchett, Milford 


ARTHRITIS 


. Shands, Wilmington 
. Flinn, Wilmington 

. Heather, Wilmington 
. Fooks, Milford 

. James, Milford 


TILTON PARK 


Wilmington 
Forrest, Wilmington 
0. La Motte, Wilmington 
Pierson, Wilmington 

. I. Samuel, Wilmington 


HOSPITALS AND PRACTICE 
OF MEDICINE 


. E. Wagner, Wilmington 

. A. Beatty, Wilmington 

. B. Flinn, Wilmington 

. W. Howard, Wilmington 
. O. LaMotte, Wilmington 

. McDaniel, Dover 

. Waples, Georgetown 


NEW CASTLE COUNTY MEDICAL 
SOCIETY 


Meets Third Tuesday 


C. L. Munson, President 
R. O. Y. WARREN, President-elect 
A. D. KING, Vice-President 
D. D. BuRCH, Secretary 
CHARLES LEvy, Treasurer 
(1949): L. W. Anderson, 
W. Bird, L. B. Flinn, G. W. K. 
ER J. F. Hynes, L. J. Jones, E. G. 
Laird, L. C. McGee, Roger Murray, 
J. D. Niles, V. D. Washburn. 
Alternates (ener) : E. M. Bohan, 
I. M. Flinn, Jr., D. King, C. E. 
Maroney, E. T. O'Donnell, Pe M. Pier- 


son, D. J. Preston, W. Reardon, 
J. A. Shapiro, O. N. Stern, J. W. 
Urie. 

Delegates (1950): C. W. Bancroft, 
N. L. Cannon, I. L. Chipman, M. 


Gehret, A. L. Heck, J, W. Hooker, 
Lawrence, Charles Levy, € L. Munson, 
M. B. Pennington, J Pierson, S H. 
Stradley. 

Alternates (1950): J. W. Barnhart, 
WwW. W. Briggs, J. J. Bul er, C. R. 
pe S. G. Elbert, Jr., F. A. Jones, 

O. LaMotte, Jr., W. H. ee, J. W. 
inten P. Rovitti, Alex. Smith, 
H. Sortman. 

MEDICAL COUNCIL OF DELAWARE 

Hon. Charles S. Richards, President ; 
Joseph 8S. McDaniel, M. D., Secretary ; 
Wallace M. Johnson. 

BOARD OF MEDIAL EXAMINERS 


S. McDaniel, President- 


J. 
Wm. Marshall, Assistant Secretary ; 
E. Bird, J. E. Marvil, L. J. Jones. 


KENT COUNTY MEDICAL 
SOCIETY 


Meets First Wednesday 
STANLEY WORDEN, President, Dover. 
R. R. LAYTON, Vice-President, Dover. 


C. J. Secretary-Treasurer, 
Smyrna. 


Delegates: Henry V’P Wilson, Dover, 
I. J. MacCollum, Wyoming. 


Alternates: J. S. MeDaniel, Dover, 
Hewitt W. Smith, Harrington. 


Censor: R. W. Comegys, Clayton. 
DELAWARE ACADEMY OF 
MEDICINE 
Open 10 A.M. to 5 P.M. 
GERALD A. BEATTY, President. 


B. M. ALLEN, First Vice-President. 
R. Second Vice-Presi- 
ent. 
ANDREW M. GEHRET, Secretary. 
IRVINE M. FLINN, JR., Treasurer. 
DELAWARE PHARMACEUTICAL 
SOCIETY 


VERNON LARSON, President, Wilming- 
ton. 

IRVIN WALLER, First Vice-President, 
Bridgeville. 

Harry C. HELM, Second Vice-Presi- 
dent, Dover. 

WALTER SCHUELER, Third Vice-Presi- 
dent, Wilmington. 

J. WALLACE WATSON, Secretary, Wil- 
mington. 

ALBERT DOUGHERTY, Treasurer, Wil- 
mington. 


SUSSEX COUNTY MEDICAL 
SOCIETY 
Meets Second Thursday 
JOHN W. LyNCH, President, Seaford. 


LESLIE M. Dosson, Secretary-Trea- 
surer, Milford. 
Delegates: 
Alternates: 
DELAWARE STATE DENTAL 


SOCIETY 


R. R. WIER, President, Wilmington. 
a Cox, First Vice-President, New- 
ark. 


JOSEPH MACK, Second Vice-President, 
Seaford. 

NORBERT GLADNICK, Secretary, Wil- 
mington. 

H. H. McALuister, Treasurer, Wil- 
mington. 

P. E. MUSSELMAN, Delegate A.D.A., 
Newark. 

ae NELSON, Alternate A.D.A., Mil- 
ord. 


DELAWARE STATE BOARD OF 
HEALTH 


J. D. Niles, M. D., President, Mid- 
dletown; Mrs. F. - Tallman, Vice- 
Wilmington ; W. B. 
D. D. §., Secretary, Millsboro; 
Barnes, M. D., Seaford; Mrs. C. M. 
Dillon, Wilmington; J. B. ’ Baker, M. D., 
Milford; Mrs. Alden Keane, Midd le- 
town ; KE. R. Mayerberg, M. D., Wil- 
mington. Edwin Cameron, M. D. 
Executive Secretary, Dover. 
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